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Abstract The Longitudinal Aging Study Amsterdam
(LASA) is an ongoing longitudinal study of older adults in
the Netherlands, which started in 1992. LASA is focused
on the determinants, trajectories and consequences of
physical, cognitive, emotional and social functioning. The
study is based on a nationally representative sample of
older adults aged 55 years and over. The findings of the
LASA study have been reported in over 450 publications
so far (see www.lasa-vu.nl). In this article we describe the
background and the design of the LASA study, and provide
an update of the methods. In addition, we provide a sum-
mary of the major findings from the period 2011–2015.
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Introduction
The Longitudinal Aging Study Amsterdam (LASA) was
initiated by the Dutch Ministry of Welfare, Health and
Culture (currently Ministry of Health, Welfare and Sports)
in the early 1990s in response to population aging in the
Netherlands. Ministry officials recognized that demo-
graphic changes were leading to an increase in the pro-
portion of older people in the Netherlands, and that these
changes would shape future health care use. Multi-disci-
plinary and longitudinal observational research was con-
sidered to be needed to inform the ministry’s policy and to
monitor functioning and well-being of Dutch older people.
The LASA study was designed by researchers from the VU
University and VU University Medical Center in Amster-
dam, in a close collaboration between social and biomed-
ical scientists. This collaboration ensured a thorough multi-
disciplinary approach fitting the scope of the intended
focus of LASA. The main objective of LASA was to study
the determinants, trajectories and consequences of physi-
cal, cognitive, emotional and social functioning [1]. The
study started in 1992 and is still ongoing. LASA is one of a
few prospective studies of older adults in the Netherlands
[2–4].
In this paper we describe the design of LASA, and
provide an update of the methods. Furthermore, we provide
an overview of the main findings that were obtained with
LASA data from the past 5 years (2011–2015).
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The design of LASA
LASA is a prospective cohort study, initially based on a
nationally representative sample of older adults aged
55–85 years (born between 1908 and 1937) from three
regions in the Netherlands. These three regions (around
Zwolle, Oss and Amsterdam) were selected to obtain an
optimal representation of the Dutch older population, with
respondents from the predominantly protestant northeast, the
largely catholic south and from themore secularized western
part of the Netherlands and from both urbanized and rural
areas within these regions. The sample is used in two studies:
first the NESTOR study on Living Arrangements and Social
Networks (LSN) of older adults [5], and second LASA. The
sample was randomly selected from municipal registries in
1992, with an oversampling of the oldest old and older men.
The initial response rate (defined as the number of complete
and partial interviews, divided by the total number of eligible
persons in the sample plus a fraction of those persons who
were in the sample but of whom eligibility could not be
determined) was 60 % (n = 3805). The cooperation rate
(defined as the number of completed interviews divided by
the total number of contacted eligible persons) was 62 %.
On average, 11 months after the LSN interview (wave
A), participants were invited to participate in the first
measurement wave of LASA (wave B), with a response
rate of 85 % and a cooperation rate of 89 %. Since the
1992 LSN interview, there have been eight LASA mea-
surement waves to date (Fig. 1). At the seventh measure-
ment wave (wave H), approximately 20 years after the start
of LASA, a total of 763 respondents of the original sample
was retained.
Two additional cohorts of respondents were recruited
from the same sampling frames exactly 10 and 20 years
after the baseline measurement of the initial sample: one in
2002–2003, and another in 2012–2013. The realized sam-
ple size for the three cohorts is shown in Table 1. The
second cohort that was included in 2002–2003 consisted of
1002 men and women born between 1938 and 1947 (co-
operation rate was 62 %), and the third cohort from 2012 to
2013 consisted of 1023 men and women born between
1948 and 1957 (cooperation rate was 63 %). In subsequent
measurement waves, respondents from these new cohorts
were merged with those from the original cohort. In 2016,
the data collection of the most recent LASA measurement
wave (2015–2016, wave I) will be completed. This wave
includes the remaining respondents from all three cohorts.
The attrition of respondents over time is a specific
concern of longitudinal studies on aging. For this reason
men and the oldest old were initially oversampled to ensure
that there would be reasonable numbers of very old men,
even after many years of follow-up. Attrition in the first
LASA cohort can be mainly attributed to mortality (Fig. 1),
and for a relatively small proportion to frailty of respon-
dents and refusal to cooperate. Details on the attrition in
LASA, and the associations with participant characteristics
have been published earlier [1, 6].
The LASA study is conducted in line with the Decla-
ration of Helsinki, and was approved by the medical ethics
committee of the VU University medical center.
Methods update
Measurements
Data are collected by trained interviewers who visit the
respondents at home. Each measurement wave has three
components: a main interview, a self-report questionnaire,
and a medical interview. The main interview takes, on
average, almost 2 h to complete. To obtain additional data,
respondents are asked to fill out a written questionnaire
separately. This questionnaire is left at the respondent‘s
home during the visit for the main interview, and is col-
lected during the medical interview or returned by mail. As
of 2015, respondents also have the option to complete this
questionnaire online. Respondents are then asked to par-
ticipate in a subsequent medical interview. After consent, a
separate visit is scheduled in which clinical measurements
are administered and additional questions are asked. The
medical interview takes on average 1 h and a half to
complete. Diagnostic psychiatric interviews are adminis-
tered subsequently to respondents who scored highly on the
symptom checklists of depression or anxiety during the
main interview.
The data collection includes measures for each of the
four functioning domains that are central in the study:
physical, cognitive, emotional and social functioning. The
main predictors and outcome measures are shown in
Table 2. For reasons of longitudinal comparison, mea-
surement instruments of LASA mostly remain the same
across measurement waves. Nevertheless, sometimes
measurements are updated or improved (e.g., the original
dynamometers to measure grip strength have been replaced
by new ones in 2011–2012, and the questionnaire on
internet and computer use has been updated in 2011–2012
due to rapid developments in ICT), new measurements are
added to the data collection, and old ones are removed.
New measurements added in the past 5 years include
cognitive tests for executive functioning (word fluency,
letter fluency and digit span) from measurement wave H
on, a short questionnaire based on type and frequency of
music making activity (from wave H on), Parkinson
assessment (wave 3B), spirometry (wave 3B), the
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Perceived Stress Scale (wave H and 3B) [7], food security
and risk of malnutrition (from wave H on), physical and
psychosocial work demands and psychosocial resources at
work (from wave H on), use of help with nursing tasks,
transport and arrangement of care, and perceived control of
care (from wave H on), vitamin supplement use (wave I),
oral health and oral care questionnaire (wave I), and
objective assessment of physical activity and sedentary
behavior by accelerometry (wave I).
Biomaterial measurements
Table 3 provides an overview of the realized sample sizes
for biomaterial measurements that were assessed
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Fig. 1 LASA study design, survival and participation
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throughout the course of the LASA study. Morning blood
samples have been collected in 1992–1993 (wave B: the
first cohort, only for those living in the Zwolle and Ams-
terdam region), 1995–1996 (wave C: the first cohort),
2002–2003 (wave 2B: the second cohort), 2008–2009
(wave G: the first and second cohort) and 2012–2013 (wave
3B: the third cohort). Currently, information on a multitude
of biomarkers is available for the first and the second
cohort. New blood determinations may become available in
the future, when new measurements are done for specific
research questions. Serum, EDTA, and aprotinin samples
are available, as well as DNA.
Follow-up procedures and incidental findings
LASA respondents are visited approximately every 3 to
4 years in their homes (Fig. 1). Mortality status is retrieved
approximately every 2 years from registers of the munici-
palities where respondents are living. At this moment,
mortality data is available until July 1, 2015. In 1995, 2000,
2005, and 2010 data on chronic diseases were obtained
from general practitioner records and compared with self-
reported data [8, 9]. Upon request, and with strict regula-
tions, data from LASA can be linked with data of Statistics
Netherlands (e.g., to determine cause of death or healthcare
use).
The procedure with regard to incidental findings is as
follows: in general, no individual feedback is provided to
respondents. However, for some clinical measurements
results are provided to the general practitioner, but only
with consent from the respondent. This concerns the
routine measurements in fresh blood (albumin, creatinine,
total cholesterol and fasting glucose), high or low blood
pressure, and extreme values found at the examination of
blood samples from frozen blood.
Ancillary and integrative studies
Several ancillary studies have been performed among
subsamples of LASA participants to enrich the data from
regular measurement waves, with the purpose to answer
specific research questions. For example, in the context of
the European Project on Osteoarthritis (EPOSA) [10, 11],
additional data on osteoarthritis and joint pain have been
collected in 2010–2011 and 2015–2016 among initially
574 LASA respondents. Other ancillary studies focused on
various issues, such as end of life, family caregiving to
older adults, perceived control in healthcare, nutrition and
food-related behavior, loneliness behavior, Attention-Def-
icit/Hyperactivity Disorder, and predictors of hearing help-
seeking behavior.
Reflecting developments in epidemiological research,
data from LASA are increasingly being used for integrative
studies, such as meta-analyses and international collabo-
rations. In the past years, various meta-analyses have been
performed including LASA data on mortality, physical
functioning and biomarkers (e.g., [12–19]). We also par-
ticipate in the Integrative Analysis of Longitudinal Studies
on Aging (IALSA) [20, 21], which has the aim to evaluate
the reproducibility of results from longitudinal and life
course studies, predominantly in the domains of cognitive
and emotional functioning.
Table 1 Realized sample size for LASA cohort baseline measurements and wave H
Cohort Birth years 1992–1993 2002–2003 2011–2012 2012–2013















Second cohort 1938–1942 – 508/464 370/315
1943–1947 – 494/455 389/347
Third cohort 1948–1952 – – – 523/460
1953–1957 – – – 500/429
Total 3107/2671 1002/919 1522/1212 1023/889
a For all other measurement waves, realized sample size by cohort are shown in Fig. 1 and details on realized sample size according to year of
birth are published elsewhere [1]
b All participants in the medical interview also participated in the main interview
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Major findings
Over 450 scientific publications have been published based
on LASA data, of which at least 150 have been published
in the past 5 years (2011–2015). These publications cover a
broad range of topics, and many studies address associa-
tions across domains of functioning. A full list of
publications can be found on the LASA website (www.
lasa-vu.nl). Research with LASA data covered topics in
public health research, clinical epidemiology, psychiatric
epidemiology, nutritional epidemiology and social epi-
demiology. Here, we present major findings from the past
5 years according to important LASA research themes:
time trends in health, biomarkers, vitamin D, nutrition,
Table 2 Main predictors and outcome measures in LASA
Measure Details Measurement waves
Physical functioning
Body composition Anthropometry B C D E 2B F G H 3B I
Lifestyle factors Self-report B C D E 2B F G H 3B I
Chronic diseases Self-report B C D E 2B F G H 3B I
Blood pressure Blood pressure monitor B C D E 2B F G H 3B I
Functional limitations Self-report B C D E 2B F G H 3B I
Physical performance Performance tests B C D E 2B F G H 3B I
Pain Self-report B C D E 2B F G H 3B I
Falls/fractures Self-report B C D E 2B F G H 3B I
Medication ATC codes B C D E 2B F G H 3B I
Self-rated health Self-report B C D E 2B F G H 3B I
Cognitive functioning
General cognitive functioning MMSE, coding task B C D E 2B F G H 3B I
Intelligence fluid RCPM B C D E 2B F G
Intelligence crystallized GIT C F I
Executive functioning Verbal fluency, digit span H 3B I
Memory: everyday memory, memory complaints 15WT, self-reported complaints B C D E 2B F G H 3B I
Emotional functioning
Anxiety HADS-A B C D E F G H 3B I
Depressiona CES-D B C D E 2B F G H 3B I
Life events List of life events C D E F G H I
Personality traits Scales for self-esteem, mastery and self-efficacy B C D E 2B F G H 3B I
Neuroticism scale B C D E 2B 3B
Sleep quality Self-report B C D E 2B F G H 3B I
Quality of life EuroQol E F G H 3B I
Social functioning
Personal network: size, social support Self-report B C D E 2B F G H 3B I
Loneliness De Jong Gierveld loneliness scale B C D E 2B F G H 3B I
Social participation Self-report B C D E 2B F G H 3B I
Other
Demographic and socio-economic factors Self-report B C D E 2B F G H 3B I
Religion, religiosity Self-report C D E 2B F G H 3B I
Use of care Self-report B C D E 2B F G H 3B I
Biomaterial measurements: see Table 3
See the LASA website (www.lasa-vu.nl) for a complete overview and details of all study measures
Abbreviations: ATC anatomical therapeutic chemical classification system, MMSE mini mental state examination, RCPM raven coloured pro-
gressive matrices. GIT Groninger Intelligence Test, 15WT 15 Word Test, HADS-A Hospital Anxiety Depression Scale-Anxiety subscale, CES-
D Center for Epidemiologic Studies Depression scale
a DSM-IV diagnoses are available for a subsample
The Longitudinal Aging Study Amsterdam: cohort update 2016 and major findings 931
123
Table 3 Realized sample size for biomaterial measurements in LASA
Biomaterial Availability in LASA (n) 
Routine measurements in fresh blood B C 2B G 3B 
Albumin 1507 1326 747 924 - 
Creatinine 1507 1327 747 925 - 
Total cholesterol 1507 1309 744 923 - 
Fasting glucose - - - 918 640 
 
Measurements in frozen bloodb  B C 2Bb Gb 3B 
Total cholesterol   - 1296 - - 
NYAa 
High-density lipoprotein (HDL) cholesterol - 1295 - - 
Low-density lipoprotein (LDL) cholesterol - 1287 - - 
Triglycerides - 1296 - - 
Fructosamine - 1298 - - 
Adipokines (adiponectin, leptin, ghrelin) - - - 897 
Total plasma cortisol - 1279 - - 
Cortisol binding globulin (CBG) - 1277 - - 
Homocysteine - 1301 - - 
Vitamin B12 - 1276 - - 
Methylmalonic acid (MMA) - 582 - - 
Sex hormone-binding globulin (SHBG)   - 1320 - - 
Insulin-like growth factor 1 (IGF-1) - 1319 - - 
Osteocalcin (OC) - 1319 - - 
Pro-inflammatory cytokine Interleukin-6 (IL-6)  1745 1287 - - 
Acute-phase proteins C-reactive protein (CRP) 1744 1287 - - 
Alpha-1-antichymotrypsin (ACT) 1743 1284 - - 
Serum 25-hydroxyvitamin D (25-OHD)  - 1320 739 915 
Parathyroid hormone (PTH) - 1320 739 915 
Follicle stimulating hormone (FSH) - 1301 - - 
Luteinizing hormone (LH) - 1301 - - 
Testosterone - 630 - - 
Estradiol - 1301 - - 
Thyroid stimulating hormone (TSH)c - 1270 - - 
Vitamin K (dp-ucMGP + dp-cMGP) - - 696 - 
 
Other measurements C E Ancillary study (2010-11) 
Urine deoxypyridinolin (DPD) 1307 - - 
Urine creatinine  1311 - - 
Salivary cortisol - 1199 - 
Hair cortisol - - 333 
 
DNA First cohort Second cohort Third cohort 
Exome chip analysis 1193 - 
NYAa 
Apolipoprotein E (ApoE) phenotyping 2233 - 
Apolipoprotein E (ApoE) genotyping - 753 
Collagen type I α1 Sp1 polymorphism 966 - 
Single nucleotide polymorphisms Vitamin D Receptor  935 - 
Single nucleotide polymorphisms Glucocorticoid Receptor 935 - 
a Not yet available: blood has been collected (n = 640), but assessments have not yet been performed
b New blood determinations may become available in the future from frozen blood
c In case of abnormalities in TSH level, Tri-jodothyronin (T3) and/or Thyroxin (T4) were measured
932 E. O. Hoogendijk et al.
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lifestyle, frailty, sensory functioning, depression, Atten-
tion-Deficit/Hyperactivity Disorder, cognitive decline,
personal networks, loneliness, employment and retirement,
care, and end of life.
Time trends in health
One major health trend in the past decades is characterized
by the increase in life expectancy at older ages. Much
debate revolves around the question if the added life years
are healthy or unhealthy years, as the answer affects pro-
jected health care costs [22, 23]. LASA data showed that
disease-specific 5-year mortality declined substantially
from 1998 to 2008 in 78–87-year-olds in the Netherlands,
especially for diabetes, heart disease and cancer [24]. This
was attributed in part to the rise in educational level and in
part to the improved treatment of disease, which allows
older people to live longer with their diseases.
To what extent do these additional years with disease lead
to disability? A meta-analysis in five population-based sur-
veys, spanning the years 1990–2007, showed stable trends
for limitations in 10 out of 12 daily activities. Moderate, but
not severe, limitations increased for two activities [25]. Also
chronic disease prevalence increased over time [26]. The
disabling effect of chronic diseases on functioning depended
on the measurement instrument used for functional limita-
tions: no change was seen for items from the Organisation
for Economic Cooperation and Development scale, but for
items from the Short Form Health Survey-36, the disabling
effect slightly decreased [26].
A further question is if older people themselves view
their health as better or worse over time. In LASA-par-
ticipants, self-rated health remained stable over 17 years
[27]. However, the objective information upon which older
people based their self-ratings appeared to have changed
over time. The association of self-rated health with chronic
diseases became weaker, but its association with severe
disability became stronger. Suggested explanations were
earlier-stage diagnosis of disease, improved disease man-
agement and survival, and delay of severe (but not mild)
disability amongst others by increased availability of
assistive technology. Also, increased over reporting of
chronic diseases might have been a factor [8].
The onset of a disease is an experience outside the
control of the patient, and thus may be detrimental to their
sense of mastery, especially in midlife when disease onset
is still relatively rare. Over a 3-year period, mastery
declined in 55–64-year-olds who had a chronic disease,
both in an earlier (observed 1992–1996) and more recent
cohort (observed 2002–2006) [28]. In heart disease patients
in the recent cohort, however, mastery improved over a
3-year period. This intriguing finding might be attributed to
the great improvement in treatment of heart disease during
the study period, allowing heart patients to lead normal
lives.
Individual strategies to cope with disability included the
adoption of assistive technology (AT). Between 1992 and
2006, AT-use increased substantially [29]. Despite its
beneficial effects, AT may be stigmatising and thus affect
self-rated health negatively. Given the same level of dis-
ability, AT-users rated their health as worse compared to
non-users. However, longitudinal data showed that this was
only true for people who had recently started AT-use.
Biomarkers
The concentrations of many biomarkers change with aging,
whichmay have negative health consequences, evenwhen the
changes are within the normal range. Serum insulin-like
growth factor 1 (IGF-1) levels decrease during aging. The
association of IGF-1 concentration with (components of) the
metabolic syndrome was examined in LASA respondents. It
was observed that high-normal IGF-1 levels were associated
with themetabolic syndrome and high triglyceride levels [30].
Furthermore, the role of the metabolic syndrome in the asso-
ciation between IGF-1 and incident cardiovascular disease
(CVD) was studied. Respondents with the metabolic syn-
drome and high IGF-1 levels had an increased risk of CVD
[30]. LASA data were also included in a study using a family
design. It was shown that higher serum IGF-1 levels inmiddle
age were associated with risk of Alzheimer’s disease in older
age, independent of Apolipoprotein E (ApoE) genotype [31].
Previous studies observed an association between ele-
vated homocysteine levels and fractures in LASA data
[32]. As decreased physical performance may precede the
fracture risk, the association between elevated homocys-
teine levels and physical performance was examined. It
was found that women in the highest quartile of homo-
cysteine had a significantly lower physical performance
than women in the lowest quartile [33]. Moreover, higher
homocysteine levels were associated with lower grip
strength and more functional limitations in men [34]. In
women, higher homocysteine levels were associated with
more functional limitations after 3 years [34]. No associ-
ations were observed with muscle mass or falling [34].
Finally, an increased risk of nursing home admission and
mortality in older women was observed, but not in older
men with higher levels of homocysteine [35].
Several studies used LASA data to examine cortisol
levels in relation to negative health outcomes. In a meta-
analysis using individual participant data, more dynamic
activity of the hypothalamic–pituitary–adrenal (HPA) axis,
i.e. greater decline in diurnal cortisol release, was associated
with better physical performance [14]. Lower morning
cortisol levels, higher evening cortisol levels, and flattened
diurnal variability of cortisol levels were associated with
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increased risk for memory decline in ApoE-e4 carriers but
not in non-carriers [36]. In addition to blood and salivary
cortisol, long-term cortisol levels were assessed in 3-cm hair
segments. High hair cortisol levels were cross-sectionally
associated with CVD and type 2 diabetes mellitus [37].
It was shown that persons with a serum Thyroid stim-
ulating hormone (TSH) in the upper quartile had a higher
prevalence of the metabolic syndrome as compared with
persons in the lowest quartile [38]. Free thyroxin (T4), but
not TSH, was associated with erythrocyte indices [39].
Because LASA data are obtained from a representative
sample of the Dutch older population, the data can be used
to establish national reference values. Data from LASA and
the Netherlands Study of Depression and Anxiety
(NESDA) were used to calculate assay specific parathyroid
hormone (PTH) reference levels in relation to 25-hydrox-
yvitamin D (25-OHD) levels [40]. In this study, PTH ref-
erence values differed by 25-OHD status, showing the
importance of establishing PTH reference values in a local
reference population taking 25-OHD status into account.
Another study examined the cross-sectional association
between PTH and CVD. Persons in the highest quintile of
PTH had significantly higher odds of CVD as compared
with persons in the lowest quintile [41].
Finally, LASA data were included in several large
genetic meta-analyses and replication studies. Most of
these studies examined genetic variations for osteoporosis
and fractures [15–17, 42–45].
Vitamin D
In LASA respondents, long-term serum 25-OHD levels
remained fairly stable during aging with slightly increasing
levels in persons aged 55–65 years and slightly decreasing
levels in persons aged 65–88 years [46]. Themain function of
vitamin D concerns calcium homeostasis. As previous studies
have been inconsistent with regard to the association between
serum 25-OHD, bone mineral density (BMD) and quantita-
tive ultrasound, it was explored whether these associations
were modified by body mass index (BMI), age, gender, or
physical activity [47]. In respondents aged 65 years and older
from the first LASA cohort and in the ‘B-vitamins for the
prevention of osteoporotic fractures’ (B-PROOF) study, it
was found that only in case of low-to-normal BMI (\25 kg/
m2), serum 25-OHD\ 25 nmol/L was associated with lower
Broadband Ultrasound Attenuation (BUA) values as com-
pared to the reference group (C50 nmol/L) [47]. These
individuals also had lower BMD at the hip and lumbar spine
[47]. In respondents aged 55–65 years from the secondLASA
cohort, no associations with BUA were observed [47]. BMD
was not assessed in these respondents.
As the vitamin D receptor is expressed in virtually every
human tissue, this suggests a more widespread function
than calcium homeostasis alone [48]. In LASA respon-
dents, the association of serum 25-OHD has been examined
with several outcomes. Serum 25-OHD was associated
with physical performance, as assessed by the walking test,
chair stands test and tandem stand, in persons aged
65 years and older [49]. In persons aged 55–65 years, an
association with physical performance was observed, but
not with decline in physical performance [49]. Further-
more, we found that a low serum 25-OHD was associated
with functional limitations [50], the metabolic syndrome
[51], peak expiratory flow rate in men [52], lower quality
of life and self-rated health [53].
The threshold for a sufficient serum 25-OHD concen-
tration is still under debate and may vary according to
outcome and subgroup. Spline curves were used to estimate
thresholds for falling, fractures, hypertension, cardiovas-
cular disease, blood pressure, PTH, grip strength, physical
performance, functional limitations, BMI, and mortality
[54]. The estimated thresholds differed by sex and age
groups, and varied from 46 (PTH) to 68 nmol/L (hyper-
tension) [54].
Finally, two models with easy assessable variables were
developed to predict serum 25-OHD concentrations below
50 nmol/L and below 30 nmol/L, respectively [55].
Nutrition
In the Lifestyle ancillary study, information on fruit, veg-
etable and fish consumption was assessed in 1058 older
adults, as well as behavioral information regarding food
consumption, including motivation to eat healthy, percep-
tion of intake, and barriers for meeting the Dutch recom-
mendation for fruit, vegetable and fish consumption. The
most reported motivations to eat healthily were feeling fit,
current health and body weight [56]. Based on the self-
reported adherence to the Dutch dietary recommendations,
data showed that almost one out of five older adults
overestimated their intake of vegetables [57]. Clear intake
differences between education and income groups were
also observed, with older adults with a lower socioeco-
nomic status having a more unhealthy diet [58]. Lower
socioeconomic groups perceived more barriers for meeting
the dietary recommendations, such as the high price of fish
[59].
Obesity and undernutrition are two important malnutri-
tion problems in older adults. Of all age groups, obesity is
most prevalent among the older population of the Nether-
lands. Nowadays, a high waist circumference ([102 cm for
men and [88 cm for women) is considered a valuable
indicator of overweight. However, LASA data suggest that
these cut points are too strict for older persons, as they are
not optimal for predicting disease risk [12, 60]. Especially
for women the cut point should be increased. Recent
934 E. O. Hoogendijk et al.
123
research also showed that only about 10 % of obese older
men and women perceived their body weight status cor-
rectly and considered themselves obese [61].
Underweight and weight loss frequently occur in old age
[62] and are markers of undernutrition, which is associated
with poor health outcomes and early mortality. A poor
appetite is a strong determinant of undernutrition of older
persons [63]. Not all weight loss appeared to be detri-
mental: the association differs according to self-reported
reasons of weight loss [64]. Recent involuntary weight loss
due to medical reasons or unknown reasons increased
mortality risk, while involuntary weight loss due to social
reasons and voluntary weight loss (due to energy-restricted
diet and/or increased physical activity) did not increase this
risk. LASA data also showed that a low mid-upper arm
circumference in older adults is a reproducible measure
[65] and a more sensitive measure of underweight com-
pared to a low BMI [65]. This measure has been incorpo-
rated in a new malnutrition screening tool for community-
dwelling older adults, the SNAQ65?, which was devel-
oped using LASA data [66].
Recently, more extensive dietary information has been
collected in 1430 LASA participants using a 238-item
food-frequency questionnaire and an additional question-
naire focusing on dietary habits, including meal preparation
and food shopping, emotional eating, meal pattern and
appetite. In addition, to complement these data, three 24-h
recalls were obtained in a random sample of 93 partici-
pants. These new dietary data are now being analyzed in
ongoing research.
Lifestyle
Physical activity is an important determinant of healthy
aging. Unfortunately, based on objective measurement of
physical activity using accelerometry in a random sample
of LASA participants, only 25 % adhered to the Dutch
recommendation for physical activity [67]. However, based
on self-report and after explaining what the Dutch recom-
mendation is, 57 % of these participants indicated that they
were meeting the recommendation, showing a large over-
estimation of current physical activity by older adults [67].
This overestimation will likely reduce the impact of public
health messages to increase physical activity.
Sedentary behavior is defined as the time spent on
activities with very low energy expenditure during the
waking hours, i.e. sitting and lying down. A questionnaire
to assess sedentary behavior in older adults was developed
and validated against accelerometry [68]. Six questions
about daily sedentary activities were sufficient to rank
older adults with regard to sedentary activity level (h/day).
The questionnaire was completed by 1278 participants of
wave G (2008–2009) and showed that older adults spend an
average of 10.3 h/day being sedentary. More importantly,
compared to those who were the least sedentary (lowest
25 %), those who were the most sedentary (highest 25 %)
experienced a greater decline in physical functioning dur-
ing the subsequent 3 years, and were more likely to die in
the subsequent 6 years [69]. Currently, objective mea-
surements of physical activity and sedentary behavior on
seven consecutive days are being obtained from LASA
participants using the Actigraph GT3X accelerometer
(2015–2016, wave I).
LASA data indicate a clear time trend across generations
of decreasing prevalence rates of current smoking in older
men but not (yet) in older women [70, 71]. Older men and
women who continue to smoke into old age were often not
satisfied with their smoking behavior and would like to
stop [71]. The prevalence of excessive alcohol consump-
tion increased across generations of respondents. Heavy
alcohol use ([3 glasses per day for men and[2 glasses per
day for women) was reported by 13.4 % of the LASA
participants [72].
Frailty
The concept of frailty is widely used in geriatrics. Frailty is
usually defined as the loss of reserve capacity in one or
more domains of functioning, which increases the risk of
adverse health outcomes, such as hospital admissions and
mortality [73, 74]. The loss of reserve capacity may be only
physical or in multiple domains, including the cognitive
and psychosocial domain.
A well-known operational definition of physical frailty
is the frailty phenotype based on the presence of at least
three of the following five criteria: weight loss, weak grip
strength, exhaustion, slow gait, and low physical activity
[75]. Using the frailty phenotype, LASA data have been
used to study the association between educational level and
frailty in later life [76]. Older adults with a lower educa-
tional level were more often frail compared to those with a
higher educational level, and these differences remained
during 13 years of follow-up. Educational differences in
frailty were for a large part explained by differences in
material, biomedical, behavioral and mental factors [76].
Adverse effects of the frailty phenotype on social func-
tioning were also assessed. Physical frailty was associated
with a smaller network size and higher levels of loneliness,
and with an increase in loneliness over a period of 3 years
[77]. Additionally, potential effect modification by psy-
chosocial resources of the effects of physical frailty on
functional decline and mortality was assessed. Frailty was
associated with functional decline and mortality, but there
was no evidence that psychosocial resources such as
mastery and social support buffered against the adverse
health outcomes of frailty [78].
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Broader definitions of frailty, including cognitive and
psychosocial markers, have also been operationalized with
LASA data. When using such a broad definition, associa-
tions between frailty and falls and fractures were found
[79]. However, frailty was not a better predictor of recur-
rent falls than falls history [79]. In 2011, the Tilburg Frailty
Indicator, a multidimensional frailty instrument, was con-
structed with LASA data to describe longitudinal trajec-
tories in frailty and subdomains of frailty: physical, social
and psychological frailty. There was a large variability in
frailty trajectories in older adults, suggesting that frailty is
dynamic [80].
Not much is known about the relative importance of
frailty components. Data from fives studies, including
LASA, were analyzed to investigate the association
between seven frailty domains (nutrition, physical activity,
mobility, strength, energy, cognition and mood) and their
relative contribution in explaining differences among
individuals [81]. The frailty components aggregated con-
sistently in the five study samples, suggesting a common
underlying construct. Of the included frailty components,
strength was the most discriminative characteristic [81].
Sensory functioning
LASA data have been used to investigate the impact of
hearing loss in great detail, based on both self-reported
hearing status and a speech-in-noise test. A 7-year longi-
tudinal study showed that older persons‘ ability to recog-
nize speech in noise deteriorated significantly over time
and that the rate of decline was roughly twice as large (i.e.
about 0.26 dB signal-to-noise ratio per year) for those
above the age of 75 years as compared to persons below
this age (0.13 dB per year) [82]. In addition, decline in
information-processing speed explained a moderate pro-
portion of the decline in hearing [82]. Longitudinal asso-
ciations between poor hearing and psychosocial health
were investigated. Worse baseline hearing status, assessed
by both the self-reported and objective hearing measures,
was associated with loneliness at 4-year follow-up, but
only in specific subgroups of older persons (e.g., men). No
associations were observed with depressive symptoms [83].
The association of changes in hearing status with changes
in psychosocial health was also investigated. Faster
decrease in speech-in-noise recognition was associated
with higher increase in emotional and social loneliness, but
only for widow(er)s and persons with an already impaired
hearing status. Again, no associations were found with
depression [84].
In a cross-sectional study among 173 visually impaired
older people, the LASA sample was used as a reference
population. This study showed that levels of participation
were lower among older adults with vision loss compared
with the general older population [85]. Also, the prevalence
of loneliness was higher among visually impaired older
adults [86].
LASA data include information on the experience of
dizziness. In a 7- and 10-year follow-up study, predictors
of dizziness were investigated. Multiple factors predicted
dizziness in older people, including living alone, having a
history of dizziness, a history of rheumatoid arthritis or
osteoarthritis, taking nitrates, the presence of anxiety or
depression, impaired vision, and impaired function of the
lower extremities [87].
Depression
In LASA, subthreshold depression (SUBD) and major
depressive disorder (MDD) are identified with a two-stage-
screening procedure, including a symptom rating scale and
diagnostic interview. In SUBD someone does not meet
strict diagnostic criteria for MDD, but does have a clini-
cally relevant level of depressive symptoms that seriously
influence quality of life and functioning. SUBD in later life
is common and important as prodromal state and prominent
risk factor in the development of MDD. Incident SUBD
occurred in 24 % of the participants [88]. A 17-year fol-
low-up study on SUBD in later life showed a MDD inci-
dence rate of 15.1/1000 person-years, which is twice as
high compared to the general older population [89].
Several studies focused on risk factors for depression,
interactions with comorbidity and outcomes of depression.
Gait speed at baseline was significantly associated with
incident SUBD in men, but not in women [88]. IGF-1 did
not play an important role in the development of depression
over time [90]. Low social support and a high need for
social affiliation were associated with depression in later
life, especially in men [91]. Higher levels of pain were
associated with incident SUBD, whereas SUBD was not
independently associated with the onset of pain [92].
Another study showed that the longitudinal association
between pain and SUBD over time was largely explained
by cognitive and psychological characteristics, such as
mastery and neuroticism [93].
In persons without preexistent cardiac disease, depres-
sion was associated with future stroke but only in persons
with low levels of neuroticism [94]. An unfavorable course
of SUBD was found to be associated with smaller network
sizes and higher levels of loneliness over time, especially
in men and older participants [95]. Depression was also
associated with non-psychiatric hospitalization, longer
length of stay and higher mortality in clinical settings [96].
An association between religiousness and late-life
depression was observed. Late-life depression seems to
maintain a pervasive relationship over time with affective
aspects of religiousness, such as having fear of God,
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feeling wronged by God, and negative religious coping
[97]. Among those with a history of SUBD, church-mem-
bership, worship attendance and salience of religion were
associated with a greater likelihood of depression in the last
week of life [98], whereas among those without a history of
SUBD aspects of religiousness were associated with a
higher sense of peace [98].
Knowledge on adequate treatment of late-life depression
and awareness of the negative consequences of long-term
benzodiazepine use increased. However, overall benzodi-
azepine use remained stable between 1992 and 2002
among the Dutch population aged 55–64, with a high
proportion of long-term users, despite the effort to reduce
benzodiazepine use and the renewal of the guidelines in
that period [99].
Attention-deficit/hyperactivity disorder
Little was known about the prevalence and consequences
of Attention-deficit/hyperactivity disorder (ADHD) in
older adults. Therefore we included an ADHD screening
list [100, 101] in wave G (2008–2009) as part of the
medical interview. To subsequently diagnose ADHD, the
Diagnostic Interview for ADHD in Adults, second edition
(DIVA 2.0 [102]), which is based on DSM-IV TR criteria,
was modified to a structured interview for use in LASA.
All participants who scored high on the screener and a
random sample of the participants in the moderate and low
scoring group were approached for a diagnostic interview
(n = 271).
The prevalence rate for ADHD in LASA respondents
was 2.8 % [103]. Compared to older adults without ADHD,
older adults with ADHD had a three times greater odds of
being divorced or never married and reported more emo-
tional loneliness [104]. They were also found to have lower
self-esteem, lower self-efficacy, lower sense of mastery and
higher levels of neuroticism and social inadequacy [105],
and had higher levels of comorbid anxiety and depressive
symptoms [106]. The increased risk of depression in older
adults with ADHD was partly explained by being fre-
quently involved in serious conflicts [107]. We also found
an association between ADHD and poor cognitive perfor-
mance, however, this association was largely explained by
depressive symptoms [108].
The number of ADHD symptoms was positively asso-
ciated with the presence of chronic non-specific lung dis-
eases, cardiovascular diseases and the number of chronic
diseases, and negatively with self-perceived health. There
was no association between ADHD and lifestyle variables,
such as smoking or alcohol use in this sample of older
adults [109].
An additional, qualitative study among seventeen older
adults who met the diagnostic criteria showed that the
ADHD symptoms seemed to have had a more negative
impact in the younger years than in the current lives of the
respondents [110].
Cognitive decline
The variability in cognitive decline among persons is high,
which makes it difficult to distinguish whether decline in
cognitive performance is due to normal cognitive aging or
to a developing dementia. Therefore studies examined
aspects of cognitive aging as well as risk factors for
pathological cognitive decline. A decline in information-
processing speed has long been considered a key driver of
cognitive aging [111]. LASA data provide the opportunity
to assess information-processing speed within persons over
a long period of time. Results indeed showed that
increasing age was related to lower information-processing
speed, which in turn was associated with lower perfor-
mance across repeated measures in other cognitive
domains [111]. Several psychosocial factors were associ-
ated with cognitive performance or the rate of cognitive
decline. For instance, frequent emotional support was
associated with reduced feelings of loneliness and subse-
quently to better cognitive functioning. Increases in emo-
tional support also directly enhanced cognitive
performance [112]; this association was strongest amongst
adults aged 65 years and older [112]. Furthermore, a
reduction in social network complexity (a more homoge-
neous network including similar relationship types) was
associated with poorer cognitive performance but not with
the rate of decline in performance [113].
Highly stressful life events were associated with a
higher rate of cognitive decline, whereas mild chronic
stressors seemed to stimulate cognitive performance [114].
Persons who have experienced adverse childhood events
showed a faster decline in information processing speed
over a period of 10 years, but only in the presence of
depressive symptoms. These data suggest that childhood
adversity may cause a biological or psychological vulner-
ability, which is associated with both depressive symptoms
and cognitive decline in later life [115]. A further study
tried to disentangle the reciprocal associations between
depressive symptoms and cognitive performance over
13 years of follow-up. Depressive symptoms in older
patients were strongly associated with an increased likeli-
hood of cognitive decline. On the other hand, older persons
with slowed information processing speed were more
vulnerable for an increase of depressive symptoms
[116, 117].
HPA-axis dysregulation was associated with increased
risk for memory decline in ApoE-e4 carriers but not in non-
carriers. This suggests that ApoE-e4 carriers may be more
vulnerable to the potential detrimental effect of HPA-axis
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dysfunction on verbal memory performance than non-car-
riers [36].
Studies on biomarkers of cognitive decline using LASA
data in the last few years focused mainly on cholesterol and
extracerebral cholesterol homeostasis. Independent asso-
ciations were observed between high HDL cholesterol and
better memory performance [118]. In addition, low LDL
cholesterol was associated with worse general cognitive
performance and faster decline on information processing
speed. Inflammation markers (C-reactive protein, a-1-an-
tichymotrypsin) appeared to mediate this association [118].
Extracerebral cholesterol homeostasis was associated with
cognitive performance, but only in ApoE-e4 non-carriers
[119].
Memory complaints may be a precursor of measurable
cognitive decline. Respondents who reported memory
complaints more often showed impaired delayed recall and
clinically relevant decline in learning ability [141]. For the
early identification of persons at risk of memory com-
plaints we developed classification models using a broad
range of characteristics that are easy to assess in clinical
practice, such as the use of medication, smoking history,
hearing problems, sense of mastery and the presence of
pain [120].
Personal networks
The personal network is defined as people in different
domains (e.g., children, neighbors) with whom there is
frequent contact and who are considered to be important to
the respondent [121]. The longitudinal nature of the LASA
data and the inclusion of new cohorts of 55–64 year olds in
2002 and 2012 increased possibilities to study dynamics of
social functioning and their impact on health.
Family relationships are known to be vital to older
adults, as these provide emotional and instrumental sup-
port. Studies on the grandparent-grandchild relationship
showed that adult grandchildren with a more intense rela-
tionship in childhood were more likely to be in the
grandparents personal network [122], and that the impor-
tance of grandparental investment for receiving support
from children depends on gender and the type of earlier
investment. Grandparents who frequently provided child
care for sons in the past more often received instrumental
and emotional support from these sons [123]. Stepparents
were more likely to include adult stepchildren in their
personal network in recent times: the percentage of step-
parents that had stepchildren in the network increased from
63 % in 1992 to 85 % in 2009 [124].
Younger generations of older people have networks that
are more non-kin based. In younger generations, older
adults were more likely to have friends and retain them
longer in their personal network [125]. Older adults from
younger generations (born after 1922) also have more non-
kin in their networks and keep these well past the age of 75
[126]. It has also been assessed how the personal network
changed after a move. Contextual conditions were found to
be more important for starting relationships with new
neighbors than personal conditions. In particular, those
who moved to rural areas and felt safe, and those who
moved to areas with lower priced homes, started new
relationships with neighbors [127].
Among other things, research on personal networks is
relevant to social epidemiology, because the network may
be associated with health and mortality in old age. The
network size declines with aging, due to a lack of
replacement of lost relationships. In particular, persons
with cognitive and mental health problems were at risk of
declining network size [128]. It was investigated whether
the associations with or pathways to mortality risk differ by
characteristics of the network. Mortality risk was found to
be lowest for older adults embedded in large and diverse
networks [129].
Loneliness
Loneliness is the subjective, unpleasant experience of a
perceived discrepancy between the relationships one wishes
and the quantity and quality of existing relationships (e.g.,
with spouse, children, friends) [130, 131]. Emotional lone-
liness occurs when an individual lacks a reliable attachment
figure, like a partner. Social loneliness refers to the absence
of a broader category of personal relationships such as
extended kin, acquaintances, colleagues, and friends.
In data from recent LASA measurement waves, emo-
tional loneliness was shown to increase the likelihood of
institutionalization, especially among men [132]. The
presence of active neighbor relationships appeared to be an
effect modifier of this association and it buffered against
the risk of institutionalization among the loneliest respon-
dents [132]. Loneliness was also studied in relation to
divorce, physical frailty, visual impairment, depression and
cognitive functioning [77, 83, 86, 95, 133].
Awareness of risk factors for loneliness was assessed in
an ancillary study adopting a vignette approach [134]. The
results indicated that awareness of loneliness-provoking
factors was high among respondents, in particular among
those who were lonely themselves. For coping with lone-
liness, respondents aged between 62 and 100 suggested
both active (improve relationships) and regulative (lower
expectations) strategies [135]. Respondents’ own loneli-
ness over 3 years was not associated with subsequent
suggestions for active coping. Persistently lonely and
recently recovered respondents endorsed lowering expec-
tations more often than non-lonely and recently lonely
respondents did [136].
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Employment and retirement
In order to attain the goal set by the Dutch government of
increasing retirement age to 67 years by 2021, more insight is
needed in ways to extend working lives. As evidence shows
that health trends are not improving, however, working longer
and maintaining adequate health may be at odds [137].
Recent research with LASA data addressed determi-
nants of continuing labour participation in older workers.
Work-related factors such as low physical workload and
psychosocial support at work proved to be associated with
continuation of paid work in workers with chronic diseases
[138]. In a qualitative study in older workers with
depression, cardiovascular disease and osteoarthritis,
additional factors emerged as important for continuing
work: sense of purpose in life, and—for depressed older
workers—the life-structuring effect of work [139].
To facilitate the study of work demands in population-
based studies of older workers, a general population job-
exposure matrix (GPJEM) was developed [140]. Data on
occupation-based work demands were derived from the
Netherlands Working Conditions Survey. The GPJEM’s
validity was supported by LASA data: physical demands
were associated with self-rated health, functional limita-
tions, and osteoarthritis of the hip and knee; psychosocial
work demands in the absence of psychosocial support at
work were associated with hypertension. Further research
showed that workers in occupations with high cognitive
demands more often reported memory complaints, inde-
pendent of poor objective cognitive performance [141]. As
memory complaints were found to predict future memory
decline [142], a decrease in cognitive work demands may
enable older workers to extend their working lives.
A longitudinal study of the effect of retirement on self-
rated health in LASA-participants working at baseline
showed that post-retirement self-rated health depended on
the age at retirement [143]. Compared to participants who
continued working, post-retirement self-rated health was
worse in workers who retired at 55–58 and at 61–64 years,
but was better in workers who retired at 59–60 years—the
modal retirement age during the study period (1992–2006).
In the latter group, financial incentives were likely to have
led to early retirement, whereas health selection into early
retirement was suggested to explain early exit in the other
age groups.
Time spent on physical activity proved to increase after
retirement [144]. The number of work-related personal ties
decreased on average, but in the more recent generation
(born 1938–1947) this decrease was significantly smaller
than in the earlier generation (born 1928–1937) [145].
These findings suggest that retirement is inductive to pos-
itive health behaviour, and that retirement has become less
socially disruptive in recent years.
Care
With LASA data, the use of several types of care has been
investigated: acute medical care (GP, medical specialists,
hospital care), informal care by kin and non-kin, commu-
nity care (home care provided by professionals or paid out
of pocket) and institutionalized care.
Indicators of physical health, such as the presence of
chronic diseases, the degree of functional limitations, and
physical frailty, were all strongly related to the use of acute
and long-term care in both cross-sectional and longitudinal
studies [146–150]. In addition to physical health, indicators
of cognitive decline and mental functioning were associ-
ated with higher likelihood of hospitalization
[96, 151, 152], community services use [149, 151, 152] and
residential care [132, 152, 153].
Individual dispositions to use community care were
generally indicated by gender (women), higher age and
lower level of education [146, 147]. Several psychological
characteristics also impacted on the use of care: perceived
control over care increased the likelihood of using privately
paid care whereas lower levels of mastery increased the use
of professional home care [154]. Positive psychological
characteristics, related to sense of control, play a role in the
transition between stages in the disablement process and
lower the risk of institutionalization [155]. An ancillary
study was conducted among LASA respondents to increase
insight into how older adults conceptualize perceived
control of care [156]. Based on these data, a measurement
instrument to measure perceived control of care was
developed and tested in the LASA sample [157].
The use of publicly provided care was generally nega-
tively associated with the use of informal or privately paid
care in LASA respondents. Social and economic resources,
such as the presence of a spouse or other resident care-
givers, children living in proximity, a large and diverse
local social network, and income [1321, 146, 149] were
important determinants of the use of informal care. A
decline in social resources (living alone, lacking support)
was associated with onset of residential care within a
period of 3 years, but this association was not independent
from detrimental developments of physical and cognitive
functioning [158]. Data from another ancillary study
showed that children were likely to complement the care-
giving of their siblings [159].
Since 1992 the Dutch laws and systems for acute and
long-term care have changed considerably resulting in a less
generous and more means- and needs-tested system after the
year 2007. Between 1992 and 2012 the receipt of informal
care decreased considerably whereas the use of formal care
increased slightly. Moreover, the negative associations
between formal and informal care use decreased, suggesting
a trend towardmore complementarity between both forms of
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care after 2005 [160]. The cut-backs in professional care
may have contributed to poor outcomes of care use: LASA
respondents who received formal home care experienced
more loneliness and less satisfactionwith life in recent years,
compared to those who received informal care or no care
[161].
A few studies investigated the impact of trends in health
and life expectancy on health service use and costs of care,
using simulation studies based on latent Markov models
[22, 162]. In these studies, multiple potential future health
development scenarios were simulated to predict subse-
quent developments in the use of care and costs of care,
including hospital care use as well as long-term care use.
End of life
The end of life is studied in LASA by examining attitudes
and preferences, wishes to die and end-of-life care. Addi-
tionally, in ancillary studies conducted in 2000 and 2010
close relatives of deceased participants were interviewed
about the last phase of life of their deceased relative.
In 2008, 14 % of the participants indicated to want to live
as long as possible, irrespective of health problems, while
86 % indicated to prefer a shorter life, if this could bewithout
major health problems. Participants were also asked to
specify their preference for receiving or forgoing four types
of treatment: resuscitation, artificial nutrition and hydration,
antibiotics, and artificial respiration, based on vignettes (a
cancer and a dementia scenario). For all treatments and
scenarios, a majority ranging between 57 and 84 % had a
preference for forgoing such treatment [163]. Time trends
analyses showed that the percentages of people with a pos-
itive attitude towards euthanasia and an end-of-life pill
increased between 2001 and 2008 (from 58 to 70 % and from
31 to 45 %, respectively) [164]. The prevalence of posses-
sion of an euthanasia directive in LASA respondents was
relatively stable around 6 % between 1998 and 2011 [165].
Actual treatments given in the last phase of life were
comparedwith respondents‘ preferences for the four types of
treatment mentioned earlier. People with a known prefer-
ence for receiving a treatment had a seven times higher
chance of their preference being followed than people with a
known preference for forgoing that treatment [166, 167].
In 2005, 3.4 % of LASA participants reported currently
having a wish to die and/or a weakened wish to continue
living [168]. Additional qualitative interviews showed that
a wish to die had either been triggered suddenly after
traumatic life events or had developed gradually after a life
full of adversity, as a consequence of aging or illness, or
after recurring depression [169].
Care received at the end of life was compared between
participants who deceased in 2000 and in 2010. In 2010,
older people had more functional limitations three months
before death. Over the 10-year period, people in the last
phase of life were less likely to receive no care (12 vs
39 %) and more likely to receive formal home care (45 vs
15 %). People over 80 years, females, and those who died
in 2010 were more likely to receive formal home and
institutional care than informal or no care [170]. Finally, in
2010, 69 % of relatives reported that their relative had died
with dignity [171], and a majority was satisfied with the
communication between the physician, the patient and
themselves [172].
Data availability
LASA data are available for research. To obtain data,
researchers need to submit an analysis proposal that is
evaluated by the LASA Steering Group. The LASA
Steering Group has adopted a policy of open sharing of
data with interested researchers for specific research
questions on aging-related issues. We invite colleagues to
find out whether LASA data can help them to answer their
research questions. More information on data requests can
be found at the study website: www.lasa-vu.nl. Forms to
request assessment of biomarkers are also available here.
Data are available for investigation under the condition that
results of analyses will be made available to the research
community through scientific reports or research papers,
regardless of the outcome of the study.
Acknowledgments The Longitudinal Aging Study Amsterdam
(LASA) is largely supported by a grant from the Netherlands Ministry
of Health, Welfare and Sports, Directorate of Long-Term Care. The
data collection in 2012–2013 was financially supported by the
Netherlands Organization for Scientific Research (NWO) in the
framework of the project ‘‘New Cohorts of young old in the 21st
century’’ (File Number 480-10-014). Funding for the LASA nutrition
and food-related behavior ancillary study was provided by the
European Union FP7 Mood FOOD Project ‘Multi-country collabo-
rative project on the role of Diet, Food-related behaviour, and Obesity
in the prevention of Depression’ (Grant Agreement Number 613598).
We are extremely grateful to all participants of the LASA study. We
are grateful to the fieldwork team and all researchers at LASA for
their ongoing commitment to the study.
Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://crea
tivecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.
References
1. Huisman M, Poppelaars J, van der Horst M, Beekman AT, Brug
J, van Tilburg TG, et al. Cohort profile: the Longitudinal Aging
Study Amsterdam. Int J Epidemiol. 2011;40:868–76.
940 E. O. Hoogendijk et al.
123
2. Hofman A, Brusselle GG, Darwish Murad S, van Duijn CM,
Franco OH, Goedegebure A, et al. The Rotterdam Study: 2016
objectives and design update. Eur J Epidemiol.
2015;30:661–708.
3. Ikram MA, van der Lugt A, Niessen WJ, Koudstaal PJ, Krestin
GP, Hofman A, et al. The Rotterdam Scan Study: design update
2016 and main findings. Eur J Epidemiol. 2015;30:1299–315.
4. Smits CH, van den Beld HK, Aartsen MJ, Schroots JJ. Aging in
the Netherlands: state of the art and science. Gerontologist.
2014;54:335–43.
5. Knipscheer CPM, de Jong Gierveld J, van Tilburg TG, Dykstra
PA. Living arrangements and social networks of older adults.
Amsterdam: VU University Press; 1995.
6. Deeg DJ, van Tilburg T, Smit JH, de Leeuw ED. Attrition in the
Longitudinal Aging Study Amsterdam. The effect of differential
inclusion in side studies. J Clin Epidemiol. 2002;55:319–28.
7. Cohen S, Kamarck T, Mermelstein R. A global measure of
perceived stress. J Health Soc Behav. 1983;24:385–96.
8. Galenkamp H, Huisman M, Braam AW, Schellevis FG, Deeg
DJ. Disease prevalence based on older people’s self-reports
increased, but patient-general practitioner agreement remained
stable, 1992–2009. J Clin Epidemiol. 2014;67:773–80.
9. Kriegsman DM, Penninx BW, van Eijk JT, Boeke AJ, Deeg DJ.
Self-reports and general practitioner information on the presence
of chronic diseases in community dwelling elderly. A study on
the accuracy of patients’ self-reports and on determinants of
inaccuracy. J Clin Epidemiol. 1996;49:1407–17.
10. Schaap LA, Peeters GM, Dennison EM, Zambon S, Nikolaus T,
Sanchez-Martinez M, et al. European project on osteoarthritis
(EPOSA): methodological challenges in harmonization of
existing data from five European population-based cohorts on
aging. BMC Musculoskelet Disord. 2011;12:272.
11. van der Pas S, Castell MV, Cooper C, Denkinger M, Dennison
EM, Edwards MH, et al. European project on osteoarthritis:
design of a six-cohort study on the personal and societal burden
of osteoarthritis in an older European population. BMC Mus-
culoskelet Disord. 2013;14:138.
12. de Hollander EL, Bemelmans WJ, Boshuizen HC, Friedrich N,
Wallaschofski H, Guallar-Castillon P, et al. The association
between waist circumference and risk of mortality considering
body mass index in 65- to 74-year-olds: a meta-analysis of 29
cohorts involving more than 58,000 elderly persons. Int J Epi-
demiol. 2012;41:805–17.
13. Collaboration Emerging Risk Factors. Adult height and the risk
of cause-specific death and vascular morbidity in 1 million
people: individual participant meta-analysis. Int J Epidemiol.
2012;41:1419–33.
14. Gardner MP, Lightman S, Sayer AA, Cooper C, Cooper R, Deeg
D, et al. Dysregulation of the hypothalamic pituitary adrenal
(HPA) axis and physical performance at older ages: an indi-
vidual participant meta-analysis. Psychoneuroendocrinology.
2013;38:40–9.
15. van der Eerden BC, Oei L, Roschger P, Fratzl-Zelman N,
Hoenderop JG, van Schoor NM, et al. TRPV4 deficiency causes
sexual dimorphism in bone metabolism and osteoporotic frac-
ture risk. Bone. 2013;57:443–54.
16. Wood AR, Esko T, Yang J, Vedantam S, Pers TH, Gustafsson S,
et al. Defining the role of common variation in the genomic and
biological architecture of adult human height. Nat Genet.
2014;46:1173–86.
17. Zheng HF, Forgetta V, Hsu YH, Estrada K, Rosello-Diez A, Leo
PJ, et al. Whole-genome sequencing identifies EN1 as a deter-
minant of bone density and fracture. Nature. 2015;526:112–7.
18. Seshasai SR, Kaptoge S, Thompson A, Di Angelantonio E, Gao
P, Sarwar N, et al. Diabetes mellitus, fasting glucose, and risk of
cause-specific death. N Engl J Med. 2011;364:829–41.
19. Di Angelantonio E, Kaptoge S, Wormser D, Willeit P, Butter-
worth AS, Bansal N, et al. Association of cardiometabolic
multimorbidity with mortality. JAMA. 2015;314:52–60.
20. Hofer SM, Piccinin AM. Integrative data analysis through
coordination of measurement and analysis protocol across
independent longitudinal studies. Psychol Methods.
2009;14:150–64.
21. Piccinin AM, Muniz-Terrera G, Clouston S, Reynolds CA,
Thorvaldsson V, Deary IJ, et al. Coordinated analysis of age,
sex, and education effects on change in MMSE scores.
J Gerontol B Psychol Sci Soc Sci. 2013;68:374–90.
22. Wouterse B, Huisman M, Meijboom BR, Deeg DJ, Polder JJ.
The effect of trends in health and longevity on health services
use by older adults. BMC Health Serv Res. 2015;15:574.
23. Deeg DJH. New myths about ageing: the growth of medical
knowledge and its societal consequences. In: McDaniel SA,
Zimmer Z, editors. Global ageing in the twenty-first century
challenges, opportunities and implications. Winston: Ashgate;
2013. p. 139–55.
24. Deeg DJH, van Vliet MJG, Kardaun JWPF, Huisman M.
Understanding the mortality decline at older ages: improved life
course or improved present period? Annual Rev Gerontol
Geriatr. 2013;33:259–91.
25. van Gool CH, Picavet HS, Deeg DJ, de Klerk MM, Nusselder
WJ, van Boxtel MP, et al. Trends in activity limitations: the
Dutch older population between 1990 and 2007. Int J Epidemiol.
2011;40:1056–67.
26. Hoeymans N, Wong A, van Gool CH, Deeg DJ, Nusselder WJ,
de Klerk MM, et al. The disabling effect of diseases: a study on
trends in diseases, activity limitations, and their interrelation-
ships. Am J Public Health. 2012;102:163–70.
27. Galenkamp H, Braam AW, Huisman M, Deeg DJ. Seventeen-
year time trend in poor self-rated health in older adults:
changing contributions of chronic diseases and disability. Eur J
Public Health. 2013;23:511–7.
28. Deeg DJ, Huisman M. Cohort differences in 3-year adaptation to
health problems among Dutch middle-aged, 1992–1995 and
2002–2005. Eur J Ageing. 2010;7:157–65.
29. Boons CC, van de Kamp K, Deeg DJ. Assistive technology and
self-rated health in comparison with age peers: a longitudinal
study in 55–64-year-olds. Disabil Rehabil Assist Technol.
2016;11:117–23.
30. van Bunderen CC, Oosterwerff MM, van Schoor NM, Deeg DJ,
Lips P, Drent ML. Serum IGF1, metabolic syndrome, and
incident cardiovascular disease in older people: a population-
based study. Eur J Endocrinol. 2013;168:393–401.
31. van Exel E, Eikelenboom P, Comijs H, Deeg DJ, Stek ML,
Westendorp RG. Insulin-like growth factor-1 and risk of late-
onset Alzheimer’s disease: findings from a family study. Neu-
robiol Aging. 2014;35(725):e7–10.
32. van Meurs JB, Dhonukshe-Rutten RA, Pluijm SM, van der Klift
M, de Jonge R, Lindemans J, et al. Homocysteine levels and the
risk of osteoporotic fracture. N Engl J Med. 2004;350:2033–41.
33. van Schoor NM, Swart KM, Pluijm SM, Visser M, Simsek S,
Smulders Y, et al. Cross-sectional and longitudinal association
between homocysteine, vitamin B12 and physical performance
in older persons. Eur J Clin Nutr. 2012;66:174–81.
34. Swart KM, van Schoor NM, Heymans MW, Schaap LA, den
Heijer M, Lips P. Elevated homocysteine levels are associated
with low muscle strength and functional limitations in older
persons. J Nutr Health Aging. 2013;17:578–84.
35. Swart KM, van Schoor NM, Blom HJ, Smulders YM, Lips P.
Homocysteine and the risk of nursing home admission and
mortality in older persons. Eur J Clin Nutr. 2012;66:188–95.
36. Gerritsen L, Comijs HC, Deeg DJ, Penninx BW, Geerlings MI.
Salivary cortisol, APOE-epsilon4 allele and cognitive decline in
The Longitudinal Aging Study Amsterdam: cohort update 2016 and major findings 941
123
a prospective study of older persons. Neurobiol Aging.
2011;32:1615–25.
37. Manenschijn L, Schaap L, van Schoor NM, van der Pas S,
Peeters GM, Lips P, et al. High long-term cortisol levels,
measured in scalp hair, are associated with a history of cardio-
vascular disease. J Clin Endocrinol Metab. 2013;98:2078–83.
38. Heima NE, Eekhoff EM, Oosterwerff MM, Lips PT, van Schoor
NM, Simsek S. Thyroid function and the metabolic syndrome in
older persons: a population-based study. Eur J Endocrinol.
2013;168:59–65.
39. Schindhelm RK, ten Boekel E, Heima NE, van Schoor NM,
Simsek S. Thyroid hormones and erythrocyte indices in a cohort
of euthyroid older subjects. Eur J Int Med. 2013;24:241–4.
40. Deckers MM, de Jongh RT, Lips PT, Penninx BW, Milaneschi
Y, Smit JH, et al. Prevalence of vitamin D deficiency and
consequences for PTH reference values. Clin Chim Acta.
2013;426:41–5.
41. Buizert PJ, van Schoor NM, Simsek S, Lips P, Heijboer AC, den
Heijer M, et al. PTH: a new target in arteriosclerosis? J Clin
Endocrinol Metab. 2013;98:E1583–90.
42. Estrada K, Styrkarsdottir U, Evangelou E, Hsu YH, Duncan EL,
Ntzani EE, et al. Genome-wide meta-analysis identifies 56 bone
mineral density loci and reveals 14 loci associated with risk of
fracture. Nat Genet. 2012;44:491–501.
43. Oei L, Hsu YH, Styrkarsdottir U, Eussen BH, de Klein A, Peters
MJ, et al. A genome-wide copy number association study of
osteoporotic fractures points to the 6p25.1 locus. J Med Genet.
2014;51:122–31.
44. Moayyeri A, Hsu YH, Karasik D, Estrada K, Xiao SM, Nielson
C, et al. Genetic determinants of heel bone properties: genome-
wide association meta-analysis and replication in the GEFOS/
GENOMOS consortium. Hum Mol Genet. 2014;23:3054–68.
45. Oei L, Estrada K, Duncan EL, Christiansen C, Liu CT, Langdahl
BL, et al. Genome-wide association study for radiographic
vertebral fractures: a potential role for the 16q24 BMD locus.
Bone. 2014;59:20–7.
46. van Schoor NM, Knol DL, Deeg DJ, Peters FP, Heijboer AC,
Lips P. Longitudinal changes and seasonal variations in serum
25-hydroxyvitamin D levels in different age groups: results of
the Longitudinal Aging Study Amsterdam. Osteoporos Int.
2014;25:1483–91.
47. Sohl E, de Jongh RT, Swart KM, Enneman AW, van Wijn-
gaarden JP, van Dijk SC, et al. The association between vitamin
D status and parameters for bone density and quality is modified
by body mass index. Calcif Tissue Int. 2015;96:113–22.
48. Bouillon R, Carmeliet G, Verlinden L, van Etten E, Verstuyf A,
Luderer HF, et al. Vitamin D and human health: lessons from
vitamin D receptor null mice. Endocr Rev. 2008;29:726–76.
49. Sohl E, de Jongh RT, Heijboer AC, Swart KM, Brouwer-
Brolsma EM, Enneman AW, et al. Vitamin D status is associ-
ated with physical performance: the results of three independent
cohorts. Osteoporos Int. 2013;24:187–96.
50. Sohl E, van Schoor NM, de Jongh RT, Visser M, Deeg DJ, Lips
P. Vitamin D status is associated with functional limitations and
functional decline in older individuals. J Clin Endocrinol Metab.
2013;98:E1483–90.
51. Oosterwerff MM, Eekhoff EM, Heymans MW, Lips P, van
Schoor NM. Serum 25-hydroxyvitamin D levels and the meta-
bolic syndrome in older persons: a population-based study. Clin
Endocrinol (Oxf). 2011;75:608–13.
52. van Schoor NM, de Jongh RT, Daniels JM, Heymans MW, Deeg
DJ, Lips P. Peak expiratory flow rate shows a gender-specific
association with vitamin D deficiency. J Clin Endocrinol Metab.
2012;97:2164–71.
53. Rafiq R, Swart KM, van Schoor NM, Deeg DJ, Lips P, de Jongh
RT. Associations of serum 25-hydroxyvitamin D concentrations
with quality of life and self-rated health in an older population.
J Clin Endocrinol Metab. 2014;99:3136–43.
54. Sohl E, de Jongh RT, Heymans MW, van Schoor NM, Lips P.
Thresholds for serum 25(OH)D concentrations with respect to
different outcomes. J Clin Endocrinol Metab. 2015;100:2480–8.
55. Sohl E, Heymans MW, de Jongh RT, den Heijer M, Visser M,
Merlijn T, et al. Prediction of vitamin D deficiency by simple
patient characteristics. Am J Clin Nutr. 2014;99:1089–95.
56. Dijkstra SC, Neter JE, Brouwer IA, Huisman M, Visser M.
Motivations to eat healthily in older Dutch adults–a cross sec-
tional study. Int J Behav Nutr Phys Act. 2014;11:141.
57. Dijkstra SC, Neter JE, Brouwer IA, Huisman M, Visser M.
Misperception of self-reported adherence to the fruit, veg-
etable and fish guidelines in older Dutch adults. Appetite.
2014;82:166–72.
58. Dijkstra SC, Neter JE, Brouwer IA, Huisman M, Visser M.
Adherence to dietary guidelines for fruit, vegetables and fish
among older Dutch adults; the role of education, income and job
prestige. J Nutr Health Aging. 2014;18:115–21.
59. Dijkstra SC, Neter JE, van Stralen MM, Knol DL, Brouwer IA,
Huisman M, et al. The role of perceived barriers in explaining
socio-economic status differences in adherence to the fruit,
vegetable and fish guidelines in older adults: a mediation study.
Public Health Nutr. 2015;18:797–808.
60. Heim N, Snijder MB, Heymans MW, Deeg DJ, Seidell JC,
Visser M. Optimal cutoff values for high-risk waist circumfer-
ence in older adults based on related health outcomes. Am J
Epidemiol. 2011;174:479–89.
61. Monteagudo C, Dijkstra SC, Visser M. Self- perception of body
weight status in older Dutch adults. J Nutr Health Aging.
2015;19:612–8.
62. Schilp J, Kruizenga HM, Wijnhoven HA, Leistra E, Evers AM,
van Binsbergen JJ, et al. High prevalence of undernutrition in
Dutch community-dwelling older individuals. Nutrition.
2012;28:1151–6.
63. Schilp J, Wijnhoven HA, Deeg DJ, Visser M. Early determi-
nants for the development of undernutrition in an older general
population: Longitudinal Aging Study Amsterdam. Br J Nutr.
2011;106:708–17.
64. Wijnhoven HA, van Zon SK, Twisk J, Visser M. Attribution of
causes of weight loss and weight gain to 3-year mortality in
older adults: results from the Longitudinal Aging Study Ams-
terdam. J Gerontol A Biol Sci Med Sci. 2014;69:1236–43.
65. Wijnhoven HA, de Boer MR, van Maanen MJ, van Dongen DM,
Kraaij SF, Smit T, et al. Reproducibility of measurements of
mid-upper arm circumference in older persons. J Hum Nutr Diet.
2013;26:24–31.
66. Wijnhoven HA, Schilp J, van Bokhorst-de van der Schueren
MA, de Vet HC, Kruizenga HM, Deeg DJ, et al. Development
and validation of criteria for determining undernutrition in
community-dwelling older men and women: the Short Nutri-
tional Assessment Questionnaire 65?. Clin Nutr.
2012;31:351–8.
67. Visser M, Brychta RJ, Chen KY, Koster A. Self-reported
adherence to the physical activity recommendation and deter-
minants of misperception in older adults. J Aging Phys Act.
2014;22:226–34.
68. Visser M, Koster A. Development of a questionnaire to assess
sedentary time in older persons–a comparative study using
accelerometry. BMC Geriatr. 2013;13:80.
69. Visser M. Sedentair gedrag van ouderen [sedentary behavior in
older adults]. Report for the Dutch Ministry of Health, Welfare
and Sports. 2014. http://www.lasa-vu.nl/documents/LASAr
apportsedentairgedragouderen.pdf.
70. Raho E, van Oostrom SH, Visser M, Huisman M, Zantinge EM,
Smit HA, et al. Generation shifts in smoking over 20 years in
942 E. O. Hoogendijk et al.
123
two Dutch population-based cohorts aged 20–100 years. BMC
Public Health. 2015;15:142.
71. Huisman M, Visser M. Rookgedrag en voorspellers van
rookgedrag bij ouderen [smoking behavior and predictors of
smoking behavior in older adults]. Report for the Dutch Ministry
of Health, Welfare and Sports. 2010. http://lasa-vu.nl/docu
ments/LASAVWSRookgedrag2010.pdf.
72. Comijs HC, Aartsen MJ, Visser M, Deeg DJ. Alcoholgebruik
onder 55-plussers in Nederland [alcohol consumption among
persons aged 55? in the Netherlands]. Tijdschr Gerontol Geri-
atr. 2012;43:115–26.
73. Dent E, Kowal P, Hoogendijk EO. Frailty measurement in
research and clinical practice: a review. Eur J Int Med.
2016;31:3–10.
74. Saum KU, Dieffenbach AK, Muller H, Holleczek B, Hauer K,
Brenner H. Frailty prevalence and 10-year survival in commu-
nity-dwelling older adults: results from the ESTHER cohort
study. Eur J Epidemiol. 2014;29:171–9.
75. Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C,
Gottdiener J, et al. Frailty in older adults: evidence for a phe-
notype. J Gerontol A Biol Sci Med Sci. 2001;56:M146–56.
76. Hoogendijk EO, van Hout HP, Heymans MW, van der Horst
HE, Frijters DH, Broese van Groenou MI, et al. Explaining the
association between educational level and frailty in older adults:
results from a 13-year longitudinal study in the Netherlands.
Ann Epidemiol. 2014;24:538–44.
77. Hoogendijk EO, Suanet B, Dent E, Deeg DJ, Aartsen MJ.
Adverse effects of frailty on social functioning in older adults:
results from the Longitudinal Aging Study Amsterdam. Matu-
ritas. 2016;83:45–50.
78. Hoogendijk EO, van Hout HP, van der Horst HE, Frijters DH,
Dent E, Deeg DJ, et al. Do psychosocial resources modify the
effects of frailty on functional decline and mortality? J Psycho-
som Res. 2014;77:547–51.
79. de Vries OJ, Peeters GM, Lips P, Deeg DJ. Does frailty predict
increased risk of falls and fractures? A prospective population-
based study. Osteoporos Int. 2013;24:2397–403.
80. van Campen C. Kwetsbare ouderen [Frail older persons in the
Netherlands]. Den Haag: Sociaal en Cultureel Planbureau; 2011.
81. Sourial N, Bergman H, Karunananthan S, Wolfson C, Guralnik
J, Payette H, et al. Contribution of frailty markers in explaining
differences among individuals in five samples of older persons.
J Gerontol A Biol Sci Med Sci. 2012;67:1197–204.
82. Pronk M, Deeg DJ, Festen JM, Twisk JW, Smits C, Comijs HC,
et al. Decline in older persons’ ability to recognize speech in
noise: the influence of demographic, health-related, environ-
mental, and cognitive factors. Ear Hear. 2013;34:722–32.
83. Pronk M, Deeg DJ, Smits C, van Tilburg TG, Kuik DJ, Festen
JM, et al. Prospective effects of hearing status on loneliness and
depression in older persons: identification of subgroups. Int J
Audiol. 2011;50:887–96.
84. Pronk M, Deeg DJ, Smits C, Twisk JW, van Tilburg TG, Festen
JM, et al. Hearing loss in older persons: does the rate of decline
affect psychosocial health? J Aging Health. 2014;26:703–23.
85. Alma MA, van der Mei SF, Melis-Dankers BJ, van Tilburg TG,
Groothoff JW, Suurmeijer TP. Participation of the elderly after
vision loss. Disabil Rehabil. 2011;33:63–72.
86. Alma MA, Van der Mei SF, Feitsma WN, Groothoff JW, Van
Tilburg TG, Suurmeijer TP. Loneliness and self-management
abilities in the visually impaired elderly. J Aging Health.
2011;23:843–61.
87. Maarsingh OR, Stam H, van de Ven PM, van Schoor NM, Ridd
MJ, van der Wouden JC. Predictors of dizziness in older per-
sons: a 10-year prospective cohort study in the community.
BMC Geriatr. 2014;14:133.
88. Sanders JB, Bremmer MA, Deeg DJ, Beekman AT. Do
depressive symptoms and gait speed impairment predict each
other’s incidence? A 16-year prospective study in the commu-
nity. J Am Geriatr Soc. 2012;60:1673–80.
89. Jeuring HW, Huisman M, Comijs HC, Stek ML, Beekman ATF.
The long-term outcome of subthreshold depression in later life.
Psychol Med. 2016. doi:10.1017/S0033291716001549.
90. van Varsseveld NC, van Bunderen CC, Sohl E, Comijs HC,
Penninx BW, Lips P, et al. Serum insulin-like growth factor 1
and late-life depression: a population-based study. Psychoneu-
roendocrinology. 2015;54:31–40.
91. Sonnenberg CM, Deeg DJ, van Tilburg TG, Vink D, Stek ML,
Beekman AT. Gender differences in the relation between
depression and social support in later life. Int Psychogeriatr.
2013;25:61–70.
92. Hilderink PH, Burger H, Deeg DJ, Beekman AT, Oude Voshaar
RC. The temporal relation between pain and depression: results
from the Longitudinal Aging Study Amsterdam. Psychosom
Med. 2012;74:945–51.
93. Sanders JB, Comijs HC, Bremmer MA, Deeg DJ, Beekman AT.
A 13-year prospective cohort study on the effects of aging and
frailty on the depression-pain relationship in older adults. Int J
Geriatr Psychiatry. 2015;30:751–7.
94. Marijnissen RM, Wouts L, Schoevers RA, Bremmer MA,
Beekman AT, Comijs HC, et al. Depression in context of low
neuroticism is a risk factor for stroke: a 9-year cohort study.
Neurology. 2014;83:1692–8.
95. Houtjes W, van Meijel B, van de Ven PM, Deeg D, van Tilburg
T, Beekman A. The impact of an unfavorable depression course
on network size and loneliness in older people: a longitudinal
study in the community. Int J Geriatr Psychiatry.
2014;29:1010–7.
96. Prina AM, Deeg D, Brayne C, Beekman A, Huisman M. The
association between depressive symptoms and non-psychiatric
hospitalisation in older adults. PLoS One. 2012;7:e34821.
97. Braam AW, Schaap-Jonker H, van der Horst MH, Steunenberg
B, Beekman AT, van Tilburg W, et al. Twelve-year history of
late-life depression and subsequent feelings to God. Am J
Geriatr Psychiatry. 2014;22:1272–81.
98. Braam AW, Klinkenberg M, Galenkamp H, Deeg DJ. Late-life
depressive symptoms, religiousness, and mood in the last week
of life. Depress Res Treat. 2012;2012:754031.
99. Sonnenberg CM, Bierman EJ, Deeg DJ, Comijs HC, van Tilburg
W, Beekman AT. Ten-year trends in benzodiazepine use in the
Dutch population. Soc Psychiatry Psychiatr Epidemiol.
2012;47:293–301.
100. Barkley RA, Murphy KR, Fischer M. ADHD in adults: what the
science says. New York: The Guilford Press; 2007.
101. Semeijn EJ, Michielsen M, Comijs HC, Deeg DJ, Beekman AT,
Kooij JJ. Criterion validity of an Attention Deficit Hyperactivity
Disorder (ADHD) screening list for screening ADHD in older
adults aged 60–94 years. Am JGeriatr Psychiatry. 2013;21:631–5.
102. Kooij JJS, Francken MH. DIVA 2.0. Diagnostisch interview
voor ADHD bij volwassenen [DIVA 2.0. Diagnostic interview
ADHD in adults]. Den Haag: DIVA Foundation; 2010.
103. Michielsen M, Semeijn E, Comijs HC, van de Ven P, Beekman
AT, Deeg DJ, et al. Prevalence of attention-deficit hyperactivity
disorder in older adults in The Netherlands. Br J Psychiatry.
2012;201:298–305.
104. Michielsen M, Comijs HC, Aartsen MJ, Semeijn EJ, Beekman
AT, Deeg DJ, et al. The relationships between ADHD and social
functioning and participation in older adults in a population-
based study. J Atten Disord. 2015;19:368–79.
105. Michielsen M, Comijs HC, Semeijn EJ, Beekman AT, Deeg DJ,
Kooij JJ. Attention deficit hyperactivity disorder and personality
The Longitudinal Aging Study Amsterdam: cohort update 2016 and major findings 943
123
characteristics in older adults in the general Dutch population.
Am J Geriatr Psychiatry. 2014;22:1623–32.
106. Michielsen M, Comijs HC, Semeijn EJ, Beekman AT, Deeg DJ,
Sandra Kooij JJ. The comorbidity of anxiety and depressive
symptoms in older adults with attention-deficit/hyperactivity
disorder: a longitudinal study. J Affect Disord. 2013;148:220–7.
107. Semeijn EJ, Comijs HC, Kooij JJ, Michielsen M, Beekman AT,
Deeg DJ. The role of adverse life events on depression in older
adults with ADHD. J Affect Disord. 2015;174:574–9.
108. Semeijn EJ, Korten NC, Comijs HC, Michielsen M, Deeg DJ,
Beekman AT, et al. No lower cognitive functioning in older
adults with attention-deficit/hyperactivity disorder. Int Psy-
chogeriatr. 2015;27:1467–76.
109. Semeijn EJ, Kooij JJ, Comijs HC, Michielsen M, Deeg DJ,
Beekman AT. Attention-deficit/hyperactivity disorder, physical
health, and lifestyle in older adults. J Am Geriatr Soc.
2013;61:882–7.
110. Michielsen M, de Kruif JT, Comijs HC, van Mierlo S, Semeijn
EJ, Beekman AT, et al. The burden of ADHD in older adults: A
qualitative study. J Atten Disord. 2015. doi:10.1177/10870
54715610001.
111. Robitaille A, Piccinin AM, Muniz-Terrera G, Hoffman L,
Johansson B, Deeg DJ, et al. Longitudinal mediation of pro-
cessing speed on age-related change in memory and fluid
intelligence. Psychol Aging. 2013;28:887–901.
112. Ellwardt L, Aartsen M, Deeg D, Steverink N. Does loneliness
mediate the relation between social support and cognitive
functioning in later life? Soc Sci Med. 2013;98:116–24.
113. Ellwardt L, Van Tilburg TG, Aartsen MJ. The mix matters:
complex personal networks relate to higher cognitive function-
ing in old age. Soc Sci Med. 2015;125:107–15.
114. Comijs HC, van den Kommer TN, Minnaar RW, Penninx BW,
Deeg DJ. Accumulated and differential effects of life events on
cognitive decline in older persons: depending on depression,
baseline cognition, or ApoE epsilon4 status? J Gerontol B
Psychol Sci Soc Sci. 2011;66(Suppl 1):i111–20.
115. Korten NC, Penninx BW, Pot AM, Deeg DJ, Comijs HC.
Adverse childhood and recent negative life events: contrasting
associations with cognitive decline in older persons. J Geriatr
Psychiatry Neurol. 2014;27:128–38.
116. Sanders JB, Bremmer MA, Comijs HC, Deeg DJ, Lampe IK,
Beekman AT. Cognitive functioning and the natural course of
depressive symptoms in late life. Am J Geriatr Psychiatry.
2011;19:664–72.
117. van den Kommer TN, Comijs HC, Aartsen MJ, Huisman M,
Deeg DJ, Beekman AT. Depression and cognition: how do they
interrelate in old age? Am J Geriatr Psychiatry. 2013;21:
398–410.
118. van den Kommer TN, Dik MG, Comijs HC, Jonker C, Deeg DJ.
Role of lipoproteins and inflammation in cognitive decline: do
they interact? Neurobiol Aging. 2012;33(196):e1–12.
119. van den Kommer TN, Dik MG, Comijs HC, Lutjohann D, Lips
P, Jonker C, et al. The role of extracerebral cholesterol home-
ostasis and ApoE e4 in cognitive decline. Neurobiol Aging.
2012;33(622):e17–28.
120. van den Kommer TN, Comijs HC, Rijs KJ, Heymans MW, van
Boxtel MP, Deeg DJ. Classification models for identification of
at-risk groups for incident memory complaints. Int Psychogeri-
atr. 2014;26:257–71.
121. Van Tilburg T. Losing and gaining in old age: changes in per-
sonal network size and social support in a four-year longitudinal
study. J Gerontol B Psychol Sci Soc Sci. 1998;53:S313–23.
122. Geurts T, van Tilburg TG, Poortman AR. The grandparent–
grandchild relationship in childhood and adulthood: a matter of
continuation? Pers Relationsh. 2012;19:267–78.
123. Geurts T, Poortman AR, Van Tilburg TG. Older parents pro-
viding child care for adult children: does it pay off? J Marriage
Fam. 2012;74:239–50.
124. Suanet B, Van der Pas S, Van Tilburg TG. Who is in the
stepfamily? Change in stepparents’ family boundaries between
1992 and 2009. J Marriage Fam. 2013;75:1070–83.
125. Stevens NL, Van Tilburg TG. Cohort differences in having and
retaining friends in personal networks in later life. J Soc Pers
Relationsh. 2011;28:24–43.
126. Suanet B, van Tilburg TG, Broese van Groenou MI. Nonkin in
older adults’ personal networks: more important among later
cohorts? J Gerontol B Psychol Sci Soc Sci. 2013;68:633–43.
127. Bloem BA, Van Tilburg TG, Thome´se F. Starting relationships
with neighbors after a move later in life: an exploratory study.
J Hous Elder. 2013;27:28–47.
128. Broese van Groenou M, Hoogendijk EO, van Tilburg TG.
Continued and new personal relationships in later life: differ-
ential effects of health. J Aging Health. 2013;25:274–95.
129. Ellwardt L, van Tilburg T, Aartsen M, Wittek R, Steverink N.
Personal networks and mortality risk in older adults: a twenty-
year longitudinal study. PLoS One. 2015;10:e0116731.
130. Perlman D, Peplau LA. Toward a social psychology of loneli-
ness. In: Gilmour R, Duck S, editors. Personal relationships 3:
personal relationships in disorder. London: Academic Press;
1981. p. 31–43.
131. de Jong Gierveld J, van Tilburg T, Dykstra PA. Loneliness and
social isolation. In: Vangelisti A, Perlman D, editors. Cambridge
handbook of personal relationships. Cambridge: Cambridge
University Press; 2006. p. 485–500.
132. Tolkacheva N, Thomese F. Sociale en emotionele factoren bij
verhuizingen van ouderen naar een zorginstelling of een aan-
gepaste woonvorm [social and emotional factors in relocation to
an institution or adapted housing]. Report for the Dutch Ministry
of Health, Welfare and Sports. 2013. http://lasa-vu.nl/docu
ments/VWSrapport2014Socialeenemotionelefactorenbijverhuiz
ingeneindrapport_def.pdf.
133. van Tilburg TG, Aartsen MJ, van der Pas S. Loneliness after
divorce: a cohort comparison among Dutch young–old adults.
Eur Sociol Rev. 2015;31:243–52.
134. Schoenmakers EC, Van Tilburg TG, Fokkema T. Awareness of
risk factors for loneliness among third agers. Ageing Soc.
2014;34:1035–51.
135. Schoenmakers EC, van Tilburg TG, Fokkema T. Coping with
loneliness: what do older adults suggest? Aging Ment Health.
2012;16:353–60.
136. Schoenmakers EC, van Tilburg TG, Fokkema T. Problem-fo-
cused and emotion-focused coping options and loneliness: how
are they related? Eur J Ageing. 2015;12:153–61.
137. Deeg D, Rijs KJ. Toename arbeidsdeelname ondanks slechtere
gezondheid [increase in labour participation despite worse
health]. Gero¯n. 2013;15:15–8.
138. Boot CR, Deeg DJ, Abma T, Rijs KJ, van der Pas S, van Tilburg
TG, et al. Predictors of having paid work in older workers with
and without chronic disease: a 3-year prospective cohort study.
J Occup Rehabil. 2014;24:563–72.
139. BootCR, deKruifAT, ShawWS, van derBeekAJ,DeegDJ,Abma
T. Factors important for work participation among older workers
with depression, cardiovascular disease, and osteoarthritis: a mixed
method study. J Occup Rehabil. 2016;26:160–72.
140. Rijs KJ, van der Pas S, Geuskens GA, Cozijnsen R, Koppes LLJ,
van der Beek AJ, et al. Development and validation of a physical
and psychosocial job-exposure matrix in older and retired
workers. Ann Occup Hyg. 2014;58:152–70.
141. Rijs KJ, van den Kommer TN, Comijs HC, Deeg DJH. Preva-
lence and incidence of memory complaints in employed
944 E. O. Hoogendijk et al.
123
compared to non-employed aged 55–64 years and the role of
employment characteristics. PLoS One. 2015;10:e0119192.
142. Rijs KJ, Comijs HC, van den Kommer TN, Deeg DJH. Do
employed and not employed 55 to 64-year-olds’ memory com-
plaints relate to memory performance? A longitudinal cohort
study. Eur J Public Health. 2013;23:1013–20.
143. Rijs KJ, Cozijnsen R, Deeg DJH. The effect of retirement and
age at retirement on self-perceived health after three years of
follow-up in Dutch 55–64-year-olds. Ageing Soc.
2012;32:281–306.
144. Koeneman MA, Chinapaw MJ, Verheijden MW, van Tilburg
TG, Visser M, Deeg DJ, et al. Do major life events influence
physical activity among older adults: the Longitudinal Aging
Study Amsterdam. Int J Behav Nutr Phys Act. 2012;9:147.
145. Cozijnsen R, Stevens NL, van Tilburg TG. Maintaining work-
related personal ties following retirement. Pers Relationsh.
2010;17:345–56.
146. Plaisier I, Broese van Groenou MI, Deeg DJH. Kwetsbare
ouderen: Zorg of geen zorg? [Frail older adults: Care or no
care?]. Report for the Dutch Ministry of Health, Welfare and
Sports. 2011. http://lasa-vu.nl/documents/VWSvraag2011_
20120214_rev.pdf.
147. Huisman M, Deeg DJH. Het beloop van kwetsbaarheid [The
course of frailty]. In: Van Campen C, editor. Kwetsbare ouderen
[Frail older persons in the Netherlands]. Den Haag: Sociaal en
Cultureel Planbureau; 2011. p. 83–9.
148. Huisman M, Deeg DJH. Fysieke kwetsbaarheid [Physical
frailty]. In: Van Campen C, editor. Kwetsbare ouderen [Frail
older persons in the Netherlands]. Den Haag: Sociaal en Cul-
tureel Planbureau; 2011. p. 93–101.
149. van Campen C, Broese van Groenou MI, Deeg DJH, Iedema J.
Met zorg ouder worden. Zorgtrajecten van ouderen in tien jaar
[aging with care. Care trajectories of older persons over a dec-
ade]. Den Haag: Sociaal en Cultureel Planbureau; 2013.
150. deBoer A, Oudijk D, BroesevanGroenou MI. Wonen en zorg
[housing and care]. In: vanCampen C, editor. Kwetsbare oud-
eren [Frail older persons in the Netherlands]. Den Haag: Sociaal
en Cultureel Planbureau; 2011. p. 143–58.
151. Houtjes W. Needs of elderly people with late-life depression.
Challenges for care improvement. Amsterdam: VU University;
2015.
152. Comijs HC. Somatische en psychische problematiek bij oud-
eren; samenhang en zorggebruik [somatic and psychiatric
problems in older adults; interrelations and healthcare use].
Report for the Dutch Ministry of Health, Welfare and Sports.
2012. http://lasa-vu.nl/documents/Psychischeklachtenensoma
tiek_rapport_def.pdf.
153. Comijs HC. Psychische kwetsbaarheid [psychological frailty].
In: Van Campen C, editor. Kwetsbare ouderen [Frail older
persons in the Netherlands]. Den Haag: Sociaal en Cultureel
Planbureau; 2011. p. 105–14.
154. Jacobs MT, Broese van Groenou MI, Aartsen MJ, Deeg DJ.
Diversity in older adults’ care networks: the added value of
individual beliefs and social network proximity. J Gerontol B
Psychol Sci Soc Sci. 2016. doi:10.1093/geronb/gbw012.
155. Cooper R, Huisman M, Kuh D, Deeg DJH. Do positive psy-
chological characteristics modify the associations of physical
performance with functional decline and institutionalization?
Findings from the Longitudinal Aging Study Amsterdam.
J Gerontol B Psychol Sci Soc Sci. 2011;66:468–77.
156. Claassens L, Widdershoven GA, van Rhijn SC, Van Nes F, van
Groenou MIB, Deeg DJH, et al. Perceived control in health care:
a conceptual model based on experiences of frail older adults.
J Aging Stud. 2014;31:159–70.
157. Claassens L, Terwee CB, Deeg DJ, Broese van Groenou MI,
Widdershoven GA, Huisman M. Development and validation of
a questionnaire assessing the perceived control in health care
among older adults with care needs in the Netherlands. Qual
Life Res. 2016;25:859–70.
158. Broese van Groenou MI. Sociale kwetsbaarheid [social frailty].
In: Van Campen C, editor. Kwetsbare ouderen [Frail older
persons in the Netherlands]. Den Haag: Sociaal en Cultureel
Planbureau; 2011. p. 117–30.
159. Tolkacheva N, van Groenou MB, van Tilburg T. Sibling simi-
larities and sharing the care of older parents. J Fam Issues.
2014;35:312–30.
160. Swinkels JC, Suanet B, Deeg DJH, Broese van Groenou MI.
Trends in the informal and formal home-care use of older adults
in the Netherlands between 1992 and 2012. Ageing Soc. 2015.
doi:10.1017/S0144686X1500077X.
161. Boumans J, Deeg DJH. Veranderingen in de kwaliteit van leven
van thuiswonende ouderen: speelt de vorm van zorg een rol?
[changes in the quality of life of older people living at home:
does type of care play a role?]. Tijdschr Gerontol Geriatr.
2011;42:170–83.
162. Wouterse B, Huisman M, Meijboom BR, Deeg DJH, Polder JJ.
Modeling the relationship between health and health care
expenditures using a latent Markov model. J Health Econ.
2013;32:423–39.
163. Evans N, Pasman HR, Deeg D, Onwuteaka-Philipsen B. How do
general end-of-life treatment goals and values relate to specific
treatment preferences? A population-based study. Palliat Med.
2014;28:1206–12.
164. Buiting HM, Deeg DJ, Knol DL, Ziegelmann JP, Pasman HR,
Widdershoven GA, et al. Older peoples’ attitudes towards
euthanasia and an end-of-life pill in The Netherlands:
2001–2009. J Med Ethics. 2012;38:267–73.
165. Evans N, Pasman HR, Deeg DJ, Onwuteaka-Philipsen BD.
Older Dutch people’s self-reported advance euthanasia directive
completion before and after the enactment of the Euthanasia
Law: a time trend study (1998–2011). J Am Geriatr Soc.
2015;63:2217–9.
166. Pasman HR, Kaspers PJ, Deeg DJ, Onwuteaka-Philipsen BD.
Preferences and actual treatment of older adults at the end of
life. A mortality follow-back study. J Am Geriatr Soc.
2013;61:1722–9.
167. Pasman HR, Onwuteaka-Philipsen B, Deeg DJH. De laatste
levensmaanden van ouderen in Nederland [the last months of
life of Dutch older adults]. Report for the Dutch Ministry of
Health, Welfare and Sports. 2012. http://lasa-vu.nl/documents/
DelaatstelevensmaandenvanoudereninNL_rapportvoorVWS_
defversie.pdf.
168. Rurup ML, Deeg DJ, Poppelaars JL, Kerkhof AJ, Onwuteaka-
Philipsen BD. Wishes to die in older people: a quantitative study
of prevalence and associated factors. Crisis. 2011;32:194–203.
169. Rurup ML, Pasman HR, Goedhart J, Deeg DJ, Kerkhof AJ,
Onwuteaka-Philipsen BD. Understanding why older people
develop a wish to die: a qualitative interview study. Crisis.
2011;32:204–16.
170. Kaspers PJ, Pasman HR, Onwuteaka-Philipsen BD, Deeg DJ.
Changes over a decade in end-of-life care and transfers during
the last 3 months of life: a repeated survey among proxies of
deceased older people. Palliat Med. 2013;27:544–52.
171. van Gennip IE, Pasman HR, Kaspers PJ, Oosterveld-Vlug MG,
Willems DL, Deeg DJ, et al. Death with dignity from the per-
spective of the surviving family: a survey study among family
caregivers of deceased older adults. Palliat Med.
2013;27:616–24.
172. Kaspers PJ, Onwuteaka-Philipsen BD, Deeg DJ, Pasman HR.
Decision-making capacity and communication about care of
older people during their last three months of life. BMC Palliat
Care. 2013;12:1.
The Longitudinal Aging Study Amsterdam: cohort update 2016 and major findings 945
123
